Cholesteatomas are cystic masse s lined with stratified keratinizing squam ous epithelium. Most are found in the epitympanum of the middle ear cavity; only rarely do they occur in the external auditory canal. I The differential diagno sis of an external audit ory can al cholesteatoma (EACC) includes keratosis obturans, postinflammator y medial canal fibrosis, malignant otitis externa, and squamous cell carcinoma.
EACC can occur spontaneo usly following traum a or surgery as a result of the entrapment of squamous epithelial debr is durin g the healin g process. Normally, epithelial migration carries debri s outwar d from the tympanic memb rane. Ho wever, when debri s has acc umulated in the externa l auditory canal, changes in cellular proliferation may occur, and they can evo lve into an EACC. I Clin icall y, patients tend to present with otorrhea and a chronic, dull pain. The otorrhea is believed to be link ed to an associat ed localized infection, usually a Pseudomonas aerugitiosa infection.' ? Less comm only, patients present with a conductive hearin g loss that is cau sed by occlu sion of the external can al by the debri s or the cholesteatoma.'
On otoscopic exam ination, EACC can be difficult to distinguish from other inflamm atory, infectious, or neoplastic processes. Keratosis obturans is the most difficult to distinguish, and since EACC may require surgical interventi on and keratosis obturans is managed medic ally, distinguishing between these entities is important.I The charac teristic imaging fea tures of an EACC are the appearance of a soft-tissue mass and assoc iated erosion of the inferior portion of the external canal with a localized periostitis and sequestration of bone (figurej .' Bone fragments are ofte n present within the mass, but the tymp anic membrane is typically spared. Occasionally, an EACC extends into the middle ear cavity, facial nerve ca nal, mas toi d cavi ty, or tegmen tympani .' It is believed that the bone erosion, periostitis, and sequestration are the res ults of a weakening of the bone by proteo lytic enzymes withi n the cys t lining. ' In additio n, the ero sion migh t also be partly re lated to the acc um ulation of kera tin debris, whic h traps moisture and result s in a bacterial infec tion that ca n ca use ulceration of the epi thelial layer an d the for matio n of granulation tissue. Treatm ent options include co nserva tive med ical therapy with frequent cleanin g and debridement oft he kera tin debris and seques tered bone. If the mastoid air cells are invaded, a modified radic al mastoidectom y may be indi cated , with the tym pani c membrane and ossicles left intact.'
